These results suggests that age may influence the presentation of SPA at onset.
The spondylarthropathies (SPAs) are a group of related disorders including ankylosing spondylitis, reactive arthritis, psoriatic arthritis, forms related to inflammatory bowel disease, and a group of undiVerentiated forms.
SPA usually begins in young or middle aged adults. 1 Very few studies have described patients with classic late onset SPA. [2] [3] [4] [5] Dubost and Sauvezie described an atypical presentation of SPA in older men. 6 More recently, Olivieri and colleagues reported on a group of 23 patients with undiVerentiated SPA in patients older than 45 years and not meeting criteria for the definite presentation of SPA. They found the same clinical spectrum of presentation as in children and adults. 5 The aim of our study was to compare the clinical presentation of classic late onset SPA (LOSPA) with a group of young or middle age patients, early onset SPA (EOSPA).
Patients and methods
During the period April 1987 to April 1995 we identified by computer assisted search of inpatient and outpatient register, eight patients who were examined in the department of rheumatology for their first episode of inflammatory SPA after 55 years of age.
To examine possible diVerences in clinical and laboratory features between LOSPA and earlier onset we matched each of the eight patients with four patients with onset of SPA before the age of 40 and who were examined for their first episode of SPA and followed up during the same period of time.
All patients fulfilled the AMOR criteria for spondylarthropathy. 7 Patients were examined within three months after the first onset of rheumatic symptoms. Careful history excluded pre-existing inflammatory symptoms of the spine and peripheral joints. Each patient whether referred or seen as a primary care patient was examined and followed up by a consultant rheumatologist. Spine and pelvic x rays were obtained for the search of sacroiliitis, syndesmophytes, and discitis. In case of undetermined sacroiliitis on x rays a computed tomogram was obtained to confirm the presence of sacroiliitis. A bone technetium scan was obtained when peripheral osteitis was suspected clinically.
To eliminate previous signs of inflammatory spondylarthropathy in the past years or during adolescence, the general practicioner and private rheumatologist of patients were contacted for medical chart review. Previous spine x rays were also reviewed to eliminate pre-existing signs of SPA.
Inflammatory bowel disease was established after ileocolonoscopy confirmed typical macroscopic and histological aspects of Crohn's disease and ulcerative colitis. 1997;56:176-179 Inflammatory bowel disease was not systematically investigated in our patients. Ileocolonoscopy was performed (a) in the presence of persistent diarrhoea of three months duration or unexplained abdominal pain not resolving with symptomatic treatment, (b) when inflammatory bowel disease was present (with or without arthritis) in a first degree relative.
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The clinical manifestations during onset and the first year of evolution including axial, peripheral, and extra-articular symptoms were obtained by chart review. Other recorded clinical information included erythrocyte sedimentation rate (ESR) at presentation, personal and family history, response to NSAID (that is, improvement of > 50% of inflammatory pain within 48 hours), and HLA B27 status.
STATISTICAL ANALYSIS
For comparison between LOSPA and EOSPA the 2 test and Mann-Whitney test were applied. Significance was set at p < 0.05. Table 1 shows the clinical and laboratory data of the eight patients with LOSPA.
Results
The mean (range) age at onset for the LOPSA and EOSPA groups were 65.1 (58-72) and 26.6 (11-40) respectively.
The sex ratio (female/male) for the LOPSA patients was 5/3 and 9/23 for the EOSPA (p = 0.007).
Comorbidities were as follows: patient 1: hypertension treated with propanolol; patient 2: episodes of urolithiasis; patient 3: Dupuytren disease, myocardial infarction, treatment with calcium channel blockers; patient 4: glaucoma. Table 2 lists the clinical manifestations at first examination and during the first year of evolution. Table 3 shows the extra-articular manifestations and associated disease.
Patients with late onset SPA had more frequent signs of inflammation of the cervical, dorsal spine and anterior chest wall. They also presented with more peripheral arthritis when compared with patient with younger onset of SPA. Aseptic osteitis was found in two patients with late onset SPA and in none of the other group of patients.
Systemic symptoms such as fever, weight loss, and fatigue were more frequent at initial Inflammatory bowel disease was diagnosed at onset in three patients with LOSPA (two patients with Crohn's disease, one with ulcerative colitis) and in two patients with EOSPA.
A definite family history of SPA was made in four patients of the LOSPA group and in 10 patients in the EOSPA group. We were not able to find with suYcient confidence the exact age of onset of SPA in relatives of our patients. However none had their first symptoms after 40 years.
A clear response to NSAID was obtained in 62% of patients in the LOSPA compared with 90.6% in the patients with EOSPA (p = 0.05). Two of three patients with LOSPA not responding to NSAID, were found to have Crohn's disease and were successfully treated with prednisone 30 mg/day, and salazosulphapyridine.
In these patients ESR and C reactive protein values returned to normal after six months while salazopyrine was still given with low dose corticosteroids (5 mg prednisone daily).
Evolution in the remaining patients is as follows : one patient was successfully treated with indomethacine 75 mg daily for three months then tapered at 25 mg. He has normal ESR and C reactive protein values in September 1996 with mild back pain but recurrence of inflammatory enthesitis. Four patients had an uncomplete response to NSAID at three months and requested high doses of NSAID (> 300 mg Diclofenac or > 40 mg Piroxicam). Two patients accepted methotrexate 7.5 mg weekly with corticosteroids started at 15 mg daily. A good clinical and biological response was observed after six weeks of treatment. Corticosteroids were reduced to 7 mg a day, systemic symptoms were also controlled until their last visit in summer 1996. Two patients failed to respond to treatment with methotrexate and still require the combination of corticosteroids 15 mg and NSAID with an incomplete response on pain at multiple sites, spine, anterior chest wall, and diVuse enthesitis of lower limbs. These two patients can be regarded has having a severe refractory presentation of late onset disease.
Discussion
Our results suggests that SPA as defined by accepted international criteria and with onset after 55 years (mean 65.1) diVers, in clinical and biological presentation when compared with a group of patients with SPA beginning before 40 years. Upper inflammatory spinal pain (cervical and dorsal), anterior chest wall involvement, peripheral arthritis, aseptic osteitis, and systemic symptoms are significantly more frequent at presentation in older patients. A poor response to NSAID was observed in patients with inflammatory bowel disease who were successfully treated with prednisone.
The incidence rate of SPA after 55 years is 2.2/100 000 compared with 16.2/100 000 in the patients in the 25-34 years group. 1 The overall frequency of SPA beginning after 50 years is estimated at 4%-8% in SPA population. 8 9 Calin compared the clinical expression of classic SPA between patients with classic age at onset (mean 22.6 years) and late onset (mean 38.7 year). The one diVerence was more shoulder pain in the late onset group. 10 In patients described by Dubost and Sauvezie with peripheral seronegative spondylarthropathy, axial involvement is absent or mild, oligo-arthritis is associated with pitting oedema in a context of severe systemic symptoms. 6 In the prospective study of patients with late onset undiVerentiated spondylarthropathy reported by Olivieri, the clinical spectrum is found as wide as in children and middle age adults and include patients with pitting oedema. 5 The male to female ratio of patients is 1:1. No association with inflammatory bowel disease or psoriasis was present. Interestingly most of these patients had raised ESR (mean 43.3 mm).
There are evident limitations to our study. The sample size of late onset SPA is small. Only eight patients were seen in our department during eight years. Our study is a retrospective chart review with the inherent bias caused by this type of study. It is possible that the diVerences observed in LOSPA may result from practice setting-that is, only patients with unusual symptoms being referred to the department.
In conclusion, even though it is rare the diagnosis of SPA must be considered in female and male patients after 55 years.
We have found diVerences in clinical pattern between late onset inflammatory SPA and early onset SPA, which suggest that age may influence disease expressions of SPA.
Systematic evaluation of larger groups of patients are needed to confirm these preliminary data. 
